The bromhidrosis surgery is an effective and efficient way to get rid of body malodour by eradicating the apocrine glands [1] . This procedure might cause negative side effects, such as hematoma, skin flap necrosis, scar formation, or odour recurrence [2] . To achieve more satisfactory outcomes, surgeons should try to avoid these complications during surgery [3] . Studies have shown that incomplete apocrine gland removal may be the primary cause of odour recurrence. Consequently, surgeons now focus on completely removing the apocrine glands from the axillary skin flaps during surgery [4] . Such removal is very important because apocrine is part of a subcutaneous follicular unit, and it contributes to the aetiology of body malodour.
When bromhidrosis surgery is performed, whether via liposuctionassisted curettage or minimally invasive surgery, a tumescent solution is first delivered between the skin and subcutaneous tissue, and iris scissors are used to separate them. The apocrine glands are subsequently removed carefully from the skin flaps. Interestingly we have observed high recurrences in our patients, such as with previous liposuction for accessory breast or trans-axillary breast augmentation, although these kinds of patients only occupied few in our bromhidrosis surgeries. We are curious about it and suspect the apocrine glands and superficial fascia complex are destroyed and not intact on the side of the skin flap after iris scissor dissection. This is why some of the glands are instead separated and attached toward the side of the subcutaneous tissues.
We present the case of a 40 year-old patient who had undergone trans-axillary breast augmentation 10 years prior to undergoing bromhidrosis surgery in our department. During bromhidrosis surgery, we noted that some of the subcutaneous adipose tissues were pink instead of the normal yellowish colour of pure adipose ( Figure  1a) . The suspicious tissues were excised and sent for pathological examination. Under microscopic examination, apocrine glands were found to be intermingled with fibrotic tissue and adipocytes ( Figure  1b) . Based on this evidence, we thought that the body malodour could recur if the glands were not thoroughly removed from both the skin and the adipose tissue.
We could deduce that the previous axillary surgery may destroy the superficial fascia complex and make the plane disoriented. The apocrine glands not easily seen on the side of subcutaneous tissue after dissection is found abundant on the ones who had undergone axillary surgery before. Although many surgeons are aware of the importance of clearing the apocrine glands from the skin flap to reduce the risk of malodour recurrence, glands located in the subcutaneous tissue are easily neglected in patients who have previously undergone axillary surgery and these glands may also make a minor contribution to recurrence. Therefore, surgeons must consider the presence of apocrine glands both on the skin flap and on the subcutaneous adipose in order to achieve the best outcomes. However, we do not recommend that operators take an unnecessary amount of tissue, as this might increase the risk of hematoma and subsequent skin necrosis. Instead, we suggest that they remove the suspected glands in the subcutaneous adipose after careful inspection. We presented this interesting case and would like to arouse attentions for further investigations for these conditions. 
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